OBJECTIVES: Benign hysterectomy (BH) conducted in outpatient setting has increased substantially in recent years. Factors that contributed to outpatient BH and the role surgical route played in the pathway of outpatient vs. inpatient BH was poorly understood. The aim of this study is to assess the impact of patients, physicians, hospital factors and the choice of surgical routes on the likelihood of BH in outpatient (vs. inpatient) setting. Patients with excision of initial sling for mesh exposure or pain were excluded. Preoperative demographic, medical, and urodynamic information was collected. Prospective UDI-6 and PGI-I was collected if not recorded after the repeat sling. The primary outcome was success of repeat sling with RP vs. TO, defined as responses of "no" to UDI-6 #3 AND "very much better" or "much better" on PGI-I. Those that were not successes plus those that underwent additional incontinence procedures were considered failures. Secondary outcomes included overall cure rate of repeat slings, optimal sequence of sling route, overall UDI-6 scores, effect of initial sling excision on success, and risk factors for failure of repeat sling. RESULTS: Seventy-four patients were eligible and available for prospective completion of the UDI-6. The mean age was 58.3 AE 12.7 years, BMI 30.8 AE 12.8 kg/m 2 . A total of 10.9% of patients had a prolapse repair or hysterectomy with initial sling, compared to 29.7% with the repeat sling. The average time to failure after the initial sling was 52.3 AE 56.2 months, and the mean follow-up duration after repeat sling was 33.5 months. The route of the initial sing was RP 36.5%, TO 43.2%, Mini sling 13.5%, and unknown 6.8%. Overall, 50% of patients met our definition of success, 67.6%
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MATERIALS AND METHODS:

